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We are well aware of the important contributions by Dr Grad-
man showing his experience in the treatment of ischemia after
access construction. The use of the axillary or femoral artery for an
arteriovenous (AV) access in a looped configuration is indeed not
a new procedure. The reports cited in the letter are concerned with
the primary construction of axillary or femoral looped access or
with cases of conversion of prosthetic brachial-axillary access to
a looped configuration, and we referred to them in our article.
Axillary-axillary loop access became a standard in our department
more than 15 years ago and was performed in 142 cases between
1999 and 2005. We repeatedly presented the indications and
results.1,2
In the distal revascularization interval ligation (DRIL) proce-
dure, the distance between the AV anastomosis and the proximal
anastomosis of arterial bypass is only a few centimeters, and the
diameter, ie, the capacity of the artery, and the arterial pressure are
the same at both sites.
However, a significantly larger artery is used in the proximal-
ization of the arterial inflow (PAI) technique. In normal circula-
tion, the pressure drop from the aorta to the arterioles is small
because of a relatively low flow, and the capacity of arteries is
immaterial. An AV access results in a markedly increased flow in the
arteries of the shunt arm and a flow- and diameter-dependent
dissipation of energy. A significant pressure drop occurs if the
capacities of arterialized vein and of peripheral tissue exceed the
capacity of arteries proximal to the anastomosis. The dilatation of
arteries after fistula creation is equated with an increase of capacity
and results in normal arterial pressure proximal to the anastomosis3
and a lower pressure drop distally. Thus, the arterial diameter is an
important hemodynamic factor. The PAI technique can compen-
sate for an inadequate dilatation of calcified arteries and reduces the
arterial pressure drop distal to the anastomosis, respectively.
The size of the conduit determines the access flow and, hence,
the distal arterial pressure in PAI. By contrast, in the DR technique
with or without IL, the bypass works as a large collateral vessel, and
the size of the bypass is immaterial if it is greater than the equivalent
artery.
We lack comprehensive clinical data to prove the necessity of
using the proximal axillary artery as an inflow vessel for PAI. Before
commencing the study, we observed a measurable improvement of
distal perfusion after PAI from the distal to proximal axillary artery
in the three cases. Clinical experience and our considerations about
hemodynamics were the decisive arguments for primary selection
of the proximal axillary arteryin the few cases we reported.
We conclude, therefore, that the PAI technique is a new
systematically applied way with different hemodynamic principles
and provides advantages over the well-establishedDRIL technique
for the treatment of ischemia.
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Regarding “Carotid endarterectomy in patients
with chronic renal insufficiency: a recent series
of 184 cases”
The Enrico Ascher article from January 2005, “Carotid end-
arterectomy in patients with chronic renal insufficiency: A recent
series of 184 cases,” raised a clinically concerning issue of the high
mortality rate observed in chronic renal insufficiency patients who
undergo carotid endarterectomy (CEA). The author, however,
leaps to a conclusion for a nonoperative approach before other
operative management options have been considered.
All cases in the series were performed with patients under
general anesthesia, which has known inherent cardiac risks, and the
mortalities in the series were believes to be cardiac in origin.
Surgeons who routinely perform CEA with patients under local
regional anesthesia are well aware of the lack of major homody-
namic shifts and the relative stability the patient experiences.
A study needs to be done to compare CEA performed under
local/regional anesthesia vs general anesthesia in patients with
chronic renal insufficiency. Other studies have suggested that
cervical block anesthesia is safer, and this may be the best alterna-
tive to patients with higher cardiac risk factors or, probably, most
patients.
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It is true that all our patients in this study underwent general
anesthesia (GA). Excellent control of the airways and systemic
blood pressure, no pain or anxiety during the procedure, and safe
shunting are some of the advantages offered by GA. The fact that
none of the 443 consecutive patients with normal serum creatinine
died attests to the safety of GA. Additionally, only 1 (0.7%) of 143
patients with serum creatinine between 1.5 and 2.9 mg/dL died.
Conversely, we documented a 17% mortality (4/23 patients) in
the presence of higher serum creatinine levels. We strongly believe
that GA does not contribute significantly to mortality. Since the
published series, we have performed 600 consecutive carotid end-
arterectomies without a single mortality in patients with serum
creatinine less than 3 mg/dL. Yet Dr Ricca’s point is valid because
we do not know the results with regional anesthesia in patients with
very high creatinine levels. On the basis of our results with the
largest series of renal patients undergoing carotid endarterectomy,
we feel that the proposed study is not ethical and will subject
patients to an increased risk of mortality that far outweighs the
benefits of carotid endarterectomy, particularly for asymptomatic
patients. A more reasonable approach for some well-selected pa-
tients may be a balloon angioplasty and stenting of the carotid
artery under local anesthesia.
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